We undertook a survey of N.S. W. hospitals and tertiary paediatric hospitals in other States to determine their practice in relation to parental presence at induction of anaesthesia of children. There were 135 responses to 174 questionnaires. 'lWentyone indicated that no children were anaesthetized at their institution and one was inadequately filled out. One hundred and thirteen questionnaires were assessed. Only 44% of departments had an official policy on parental attendance. A quarter of all hospitals described their facilities as entirely suitable, and a half compromised to allow parents to be present. The remaining quarter described their facilities as unsuitable. Overall, two-thirds of hospitals never or only sometimes had parents present at induction, and this applied equally to daystay patients and inpatients. Tertiary hospitals were more likely to have parents present, however they were more likely to have suitable facilities.
the extra stress on the anaesthetist due to the presence of an emotionally-involved observer.
From the literature and our own experience there would appear to be a general acceptance of parents at induction, but it is unclear how widely this practice extends and what the motivating factors might be. To help clarify this, we undertook a survey of N.S.W. hospitals and tertiary paediatric hospitals in Australia to determine their practice in relation to parental presence at induction. Specifically we wanted to determine: 1. whether the anaesthetic department had an official policy on the attendance of parents at induction; 2. whether the facilities were suitable; 3. how commonly parents did attend induction; 4. whether sedative preoperative medication made any difference; 5. the reasons for the parents attending or not; 6. whether parents were routinely permitted in the postoperative recovery ward.
MATERIALS AND METHODS
Questionnaires were sent to the Directors of Anaesthesia in all public hospitals in N.SW. undertaking surgical procedures, in private surgical hospitals in N.S.W. and in tertiary specialist paediatric hospitals in other States. Questionnaires were not sent to hospitals which were known not to anaesthetize children.
The questionnaires were unmarked and the responders were informed of the anonymous nature of the survey.
RESULTS
There were 135 responses to 174 questionnaires. Twenty-one indicated that no children were anaesthetized at their institution and one was discarded as being insufficiently filled out as to be useful. This resulted in 113 questionnaires being assessed.
The first four questions were related to the type and size of the hospital and their paediatric exposure. There were 18 tertiary hospitals, 10 base hospitals, 51 district hospitals and 34 private hospitals. Seven tertiary hospitals anaesthetized more than 50 children per week.
Overall only 4411,10 of departments had an official department policy on parental attendance with tertiary hospitals (5011,10) and base hospitals (6011,10) being above the average.
Twenty-seven per cent of all hospitals described their daystay facilities as entirely suitable for parental attendance and 2311,10 of hospitals their facilities for inpatients entirely suitable, although the tertiary institutions were superior in this regard (5611,10 and 5011,10 respectively). Half the hospitals compromised to allow parental presence and 2511,10 described their facilities as unsuitable ( Table 1) .
When asked about the attendance of parents at induction, two-thirds of hospitals either never had parents present, or only sometimes, for both daystay and inpatients. One-third of tertiary hospitals "always" had parents attending for daystay procedures, while only one "never" had parents attending for inpatient procedures ( Table 1) .
Eighty-six per cent of all hospitals felt it made no difference to parental presence if a sedative premedication was used, while two district hospitals felt that parents would be more likely to be present if sedation was used.
When given options for the reasons parents attended induction, the most commonly selected was parental expectation, closely followed by the individual anaesthetist's philosophy ( Table 2 ).
The most common reason selected for parents not attending induction was the individual anaesthetist's philosophy, followed by inadequate facilities and then inadequate staffing to care for the parents ( Table 2 ). The main "other" reason given was parents not wanting to attend the induction. Some hospitals clearly have a department philosophy not favouring parental attendance.
Sixty-eight per cent of all hospitals routinely allow parents into the recovery ward, while a number cited the inability to provided privacy for other (adult) patients as a reason for limiting parental access to the recovery unit. Table 3 shows the raw figures from the seven tertiary institutions which anaesthetize more than 50 children per week. 
DISCUSSION
The major consideration in allowing parents to be present at induction of anaesthesia must be that it is in the child's interest for the parent to be there. The difficulty lies in assessing just what is beneficial for the child, who should make that assessment, and whether it is logistically possible for parents to be present, given the limitations of facilities and staffing of many hospitals.
We undertook this survey to try to determine current practice in N.SW. hospitals and tertiary paediatric hospitals in other states. While the response rate to the questionnaire was good, one of the major constraints of such a survey must be that the responder is trying to summarize a variety of practices into a broad generalization. Also, unless one actually surveys the practices in one's own institution, the impressions we carry with us may not match up with fact. For these reasons, the categories in each question were broad enough to allow the responders considerable leeway in their responses. The first four questions determined the type of hospital, the number of anaesthetics given, the paediatric component and how many anaesthetists regularly anaesthetized children at that hospital. This enabled us to not only compare practices between different types of hospitals, but also to look specifically at the tertiary referral hospitals which are, perhaps, expected to set the standards of care.
Approximately half the hospitals had an official policy on parental presence, and this did not really differ across the types of hospitals. It was clear that sometimes this policy in fact excluded parents from the anaesthetic induction, for reasons we will discuss below.
One of the major concerns about having parents present is the lack of suitable facilities, i.e. easily accessible induction bays, ability to allow parents into "clean" areas without breaching sterility and the provision of privacy for other patients undergoing procedures. Some hospitals have purpose-built daystay facilities which have been designed to allow parental ingress, so we asked about suitability of daystay and inpatient facilities separately. There was not a real difference between the two, in fact. Only a quarter of the hospitals described their facilities as entirely suitable. Approximately half the hospitals compromise to allow parents in, presumably sacrificing privacy, and breaking sterility precautions, or having to change parents into theatre garb. This is a problem which is not easily overcome in established hospitals, but one which perhaps should be addressed as existing buildings are renovated, or new hospitals are built.
When asked about actual attendance of parents at induction, the majority of hospitals either don't allow parents in, or only sometimes, and this is true for both daystay and inpatients. The tertiary institutions were more likely to have parents present, perhaps reflecting their more suitable facilities, although they appeared to be evenly divided, with a half of them always or often having parents present and a half only sometimes (or never) having parents present. Even in the so-called leading institutions, there is not a total commitment to parental presence.
The use of a sedative premedication in the vast majority of cases would make no difference to the presence of parents at induction. Our proposition was that anaesthetists and/or parents would be less enthusiastic about parental attendance if the child was sedated/asleep/potentially amnesic for the inducton, but apparently that is not the case. The two district hospitals who felt that parents would be more likely to attend if the child was sedated may have misunderstood the question or may have some reason unknown to us for having parents more likely to attend if the child is sedated.
The two most common reasons given for parents attending the induction were the individual anaesthetist's philosophy of wanting parents to attend and the parents' expectation of being present. This expectation by the parents is supported by a previous survey from our hospital which, in daystay patients, showed nearly 90070 of parents would have liked to be present at induction'. This finding is in conflict with several hospitals who commented that parents did not want to be present, nor did they expect to be present. It is possible that they may not have actually asked the parents if they wanted to be present.
The most common reason for parents not attending induction was the individual anaesthetist's philosophy, indicating a concern by anaesthetists about having the parent present. There are certainly reasons for such concerns including the extra stress on the anaesthetist, the potential for unwanted intervention by parents and the potential diverting of the anaesthetist's attention by an anxious or aggressive parent. The anaesthetist may not see an advantage in having a parent present and at least one study suggested a worse outcome if anxious parents were allowed to attend '2. Inadequate facilities and staffing were concerns, and other reasons included parents not wanting to attend. Interestingly, non-elective surgery was not a common reason for not allowing parents in. We believe it would be difficult to advocate parental attendance for emergency surgery, at a time when the anaesthetist has indeed many concerns on his or her mind, particularly if a rapid sequence induction is to be undertaken.
If the hospitals with a large tertiary paediatric commitment are to be used as a benchmark, then the results from these institutions are not substantially different from the other hospitals, and show a variety of responses. If parents do attend the induction, then it is still dictated by the individual anaesthetist's philosophy and the parents' expectations, although most have a department philosophy which encourages parental attendance. One had a department philosophy which discouraged parental attendance based on inadequate facilities and staffing to care for the parents, and an acknowledgement of the extra stresses placed on the anaesthetist, especially if trainees are being supervised. However, previous studies have demonstrated few problems in institutions where parents are encouraged to attend, and even trainees are comfortable with this when it is considered the normll,14.
At our hospital we have a policy which states that one parent may accompany the child for induction if the anaesthetist believes that it is in the child's interest for the parent to be present. This approach is applied to children between the ages of approximately one year to six years, although these age limits are elastic. It is our preference not to have parents present for nonelective surgery and potentially difficult airway management. Our facilities are such that we compromise to allow parents to be present. Our staffing problems have improved recently with the introduction of suitably trained volunteers who usher the parents out when the child is asleep.
While it has not been clearly demonstrated that parental presence at induction of anaesthesia makes any difference to the child in the longterm, commonsense would dictate that there is likely to be some benefit in the majority of cases, and if the family unit is to be one of the healthcare "customers", then our service to the parents as part of that family unit should perhaps include the opportunity to be present at their child's induction. Equally, parents should not be forced to be present if they do not wish to be, nor made to feel less of a parent should they decline to be present.
